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Overwhelming AMA vote 
backs PSRO involvement 
The House of Delegates of the American Medical 
Association, adopting a "moderate" stance on the issue 
of Professional Standards Review Organizations at its 
convention in Chicago June 26, put an end to nearly 
two years of pulling and hauling that threatened to 
deeply split the organization. 
In what Its Incoming president. Dr. Malcolm C. Todd, 
called "an historic occasion" in the life of the AMA, the 
delegates overwhelmingly turned back numerous calls 
for repeal of the PSRO law and instead pledged the 
AMA to work for constructive changes to make the 
system work for quality care and cost-effectiveness. 
The House vote in favor of a reference committee's 
recommendation of constructive cooperation with 
PSRO, a move that came with dramatic swiftness, was 
185 in favor, 57 against. The speed of the action 
brought deep expressions of surprise in the press 
gallery, in the spectator section and even among the 
delegates themselves. It had been anticipated that the 
vote would not come until after hours of debate, and 
when It did come, that it would be much closer. 
Reference Committee "A" had held an all-day hearing 
on the more than 25 PSRO resolutions two days prior 
to the vote. Most of the resolutions called for AMA ac-
tivity on behalf of PSRO repeal; several called for a 
position of constructive amendment, while others 
suggested specific amendments. More than 60 
speakers, some ardently seeking repeal and others just 
as ardently opposed, appeared at tine hearing. The 
Reference Committee worked on its report Tuesday; 
the report appeared at 7 a.m. Wednesday, just two 
hours before the House of Delegates was to come Into 
session. Moves to go directly to the PSRO issue were 
voted down as the session opened, most delegates 
feeling that they needed more time to study the A Com-
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HEW awards contracts 
for Massachusetts PSROs; 
Support Center wins funds 
Confronted with a midnight, June 30 deadline for com-
mitment of fiscal 1974 funds, the Department of Health, 
Education, and Welfare beat the clock by awarding 
contracts in all five Massachusetts PSRO areas. 
In addition, the Commonwealth Institution of Medicine 
was awarded funds for the establishment of a statewide 
PSRO Support Center. 
Receiving 18-month conditional contracts were the 
following PSROS: 
• Charles River Health Care Foundation, Inc. (Area 
III) for $503,420. 
• Bay State Foundation for Medical Care, Inc. (Area 
IV) for $3,206,680. 
Six-month planning contracts were awarded in the 
state's remaining three geographic areas: 
• Health Care Foundation of Western Massa-
chusetts, Inc. (Area I) for $46,150. 
• Central Massachusetts Health Care Foundation, 
Inc. (Area II) for $64,000. 
• Pilgrim Foundation for Medical Care, Inc. (Area V) 
for $61,000. 
The Commonwealth Institute of Medicine was awarded 
$289,412 for establishment of the Support Center. 
The context. Massachusetts, according to several in-
formed observers of the national PSRO scene, fared 
remarkably well in the extended contractual-review 
process that began last winter with publication of the 
203 final area designations and announcement of re-
quests for proposals in the Federal Register. 
Of only 11 conditional PSROs established nationally, 
Massachusetts was awarded two. The state's three 
planning organizations are joined by only 88 others 
throughout the rest of the country. The Commonwealth 
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mittee recommendations, form counter resolutions and 
lobby for tfieir point of view. 
Question suddenly moved. Immediately after luncfi, 
the delgates voted to suspend rules to go Immediately 
to Item 21 of the A Committee report, the section deal-
ing with the 25 pro and con PSRC resolutions. Much 
concern was felt at this point about the rules that would 
guide the debate that was expected to ensue, with 
Delegate Robert E. Zellner, M.D., of Criando, Fla., 
offering a detailed procedure. 
However, immediately after Reference Committee 
Chairman George B. Martin Jr., M.D., read his com-
mittee's report into the record, William B. Hildebrand, 
M.D., chairman of the AMA's Council on Medical Ser-
vice, rose to emphasize the need for unity on PSRCs. 
He cited the fact that reports by his Council and the 
AMA Board of Trustees, like the Reference Committee, 
urged constructive amendment to the law and active 
leadership in developing PSRCs. With that brief state-
ment, he suddenly moved iTie question and set the 
stage for passage of the recommendation with no 
further debate. 
In the resulting charged atmosphere, Speaker of the 
House of Delegates Tom F. Nesbitt, M.D. called for a 
standing vote on shutting off debate: the vote was 202 
in favor and 24 against termination. In the mounting ex-
citement, delegates voted first against a roll call vote 
and then against a written, secret ballot on the 
Reference Committee resolution. Nesbittthen called for 
a vote on the matter by show of hands: "As many as 
favor adoption of the Reference Committee Report on 
PSRCs, please raise your hands"—185 hands went 
into the air. "As many as are opposed to the adoption 
of the report, please raise your hands"—57 delegates 
put up their hands—and knew the fight had been 
decisively lost. 
Vote for 'tyranny' cited. A sign that even this 
overwhelming vote would not necessarily bring about 
unity on PSRCs became manifest right on the heels of 
the vote: Delegate John R. Schenken, M.D. of 
Nebraska arose In the midst of the euphoria and ad-
dressed the chair: "I do not want my name recorded in 
favor of tyranny. My senator from Nebraska 
(Republican Sen. Carl T. Curtis) says that PSRCs can 
be repealed. So please record that I am not a part of 
this vote for tyranny." 
After another delegate told his fellows that the adopted 
position "does not tell our Board of Trustees NOTto 
work for repeal," Reference Committee Chairman Mar-
tin declared that his committee had "expressed our 
belief about what we should do at this moment in 
time"—that is, to work constructively for PSRC 
amendments. "Work for repeal of PSRCs admittedly is 
not precluded—but that time is not now." 
Speaker Nesbitt brought a formal close to this most 
dramatic event of the week by noting that "there were 
no outside pressures on the delegates" and that they 
should all be commended for coming to the convention 
with open minds and a spirit of unity. 
The adopted resolution: 
'A reasoned conviction' 
Reference Committee A of the AMA House of 
Delegates, the body which framed the approved 
resolution that puts the AMA on record as working 
within the system of the PSRC law while seeking to 
constructively amend it, heard much strongly-felt 
testimony for and against repeal but ultimately 
presented what it called its own "reasoned conviction 
as to the position [the AMA] should take." 
The committee pointed to the AMA's already clear-cut 
positions in support of peer review; the profession's 
responsibility for self-discipline; professional respon-
sibility to the patient for self-education based on 
quality-care assessment; and effective control of costs, 
secondary to the preservation of the quality of care. 
'Inflexible' course shunned. The committee report 
said that it recognized both the depth of feeling of those 
proposing an all-out repeal effort and those opposing 
such an effort. "Primarily, because of this very depth of 
feeling and the division already apparent in this House; 
but also because of the multiplicity and complexity of 
the other cost and utilization control measures available 
already to government without any mandated voice for 
the profession; and because of the need for this 
Association to retain, in the perilous times ahead, the 
effectiveness It has developed in recent years in deal-
ing with Congress and the Executive branch, your 
Reference Committee believes it unwise to commit the 
resources of the Association to an inflexible course of 
seeking r e p e a l . . . " 
Because of these multifarious reasons, the Reference 
Committee rejected the approach taken in the 
numerous resolutions from state delegations for repeal 
of the PSRO legislation and instead urged that the AMA 
adopt the following policy: 
"Resolved, That this House of Delegates instruct the 
Board of Trustees of the Association to direct its efforts 
to achieve constructive amendments to the PSRO law 
and to ensureappropriate regulations and directives, 
with particular effort directed at amending those sec-
tions of the law which present potential dangers in the 
areas of confidentiality, malpractice, development of 
norms, quality of care, and the authority of the 
Secretary of.HFW; and be it further 
"Resolved, That the Association should continue its 
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efforts to achieve legislation which allows the profes-
sion to perform peer review in accordance with the 
profession's philosophy and the best interests of the 
patient; and be it further 
"Resolved, That individual state associations which 
elect nonparticlpatlon shall not be precluded from such 
a position by this Association's policy statement, but 
should be urged to develop effective non-PSRO review 
programs which embody the principles endorsed by 
the profession as constructive alternatives to PSRO; 
and be it further 
"Resolved, That if ongoing evaluation of the PSRO 
program reveals that it does, in fact, adversely affect 
the quality of patient care, or conflict with Association 
policy, the Board of Trustees be instructed to use all 
legal and legislative means to rectify these short-
comings." 
As reported above, this policy was adopted by a vote of 
185-57, without debate or amendment, an eventuality 
none of the 14,000 physicians, family members, press 
representatives or special-interest persons on hand in 
Chicago would have predicted. 
'Moving the question' basic to strategy 
r 
When the American Medical Association's House of 
Delegates acted decisively In Chicago to rule out action 
for repeal of the PSRO law, the stunning aspect was 
not In the stand taken, but rather in the ease and spirit 
in which that action came. 
From the opening of the convention nearly a week 
earlier, it was widely assumed by close observers and 
participants that the debate would be lengthy, 
acrimonious and rife with hair-splitting parliamentary 
maneuvers. As it turned out, however, the only 
"maneuver" Involved was the awesomely simple one of 
moving the question before the debate ever happened, 
thus securing in 25 minutes the resolution that had 
seemed hours—possibly days—away. 
An historic moment. How did it all happen? The press 
room, bewildered by the suddenness of the PSRO ac-
tion, wanted an answer before any stories were filed. 
Minutes after the committee report was adopted, four 
key physicians were spirited off the House floor to an 
empty conference room to explain the action to nearly 
50 members of the press, and radio and television 
staffers. 
As members of the press sprawled on the floor of the 
chair-shy room. Dr. Malcolm Todd, incoming president 
of the AMA, introduced a note of solemnity: "This is an 
historic moment in the life of the American Medical 
Association. For several years, there has been deep 
debate over the potential performance and implemen-
tation of Public Law 92-603, although we have sup-
ported the concept of peer review for years. What 
happened at Anaheim (the Association's December, 
1973 clinical conference) was not decisive. But there Is 
no question at all about this one (the adoption of PSRO 
policy). We now can work with the Department of 
Health, Education, and Welfare and serve the people 
best." 
The solemnity was short-lived. The first question from a 
reporter reflected a feeling on the minds of many 
observers: "Didn't this decision have to do with saving 
the AMA?"—a reference to reports that a split over 
PSROs and action towards repeal might destroy the 
organization's credibility. 
"The decision had nothing at all to do with 'saving the 
AMA'," Todd quickly retorted. "There are many other 
questions Involved here. We are now going to have uni-
ty." 
Another reporter pointed out that the Board of Trustees, 
the Council on Medical Service and the Reference 
Committee had all mentioned the divisiveness of the 
PSRO issue, "but the delegates were not split that 
much; they rolled over like pussycats. How did that 
happen?" 
Many persons involved. Todd and Dr. Robert B. 
Hunter, an AMA trustee and energetic campaigner for 
PSROs, replied that there was "a strategy"—mainly that 
there were many persons involved in creating the 
successful climate to stop repeal moves by moving 
around and serving as spokesmen for the "constructive 
amendment" forces. They pointed out that they did not 
want to see the AMA's resources spent on a repeal ef-
fort that was sure to fail, with so few repeal-minded law-
makers In the Congress. 
"Was part of your strategy to limit the debate?" 
"Part of it," was the laconic reply. (The fact that there 
was no debate at all supported this hardly scientific 
observation.) 
Hunter said, "Our work was vindicated today, when our 
position was sustained by a tremendous majority. It will 
be much easier now to work in a single direction." 
Dr. William B. Hildebrand, chairman of the Council on 
Medical Service, added at this point, "Nothing new was 
Please turn to pg. 4 
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presented (before the Reference Committee on 
PSRCs), so we decided to put the issue right before the 
House. Now we have demonstrated that we are willing 
to enter into an agreement with the government to work 
on accountability of tax funds." 
A reporter took note of the fact that 11 states called for 
repeal through individual resolutions—would these 
states now go their own way? 
Hunter said he fears the attitude of Louisiana and 
Nebraska could lead to nonparticipation on their part. 
Todd, noting that some physicians and medical 
societies might remain adamant about PSRCs, said he 
hopes government "will be understanding about flexi-
ble forms that evolve. Not all the norms of care will have 
to come from'the federal government." 
Will PSROs help or hurt? Dr. George B. Martin Jr., 
chairman of the Reference Committee, was asked 
directly whether PSRCs will "help or hurt your practice 
of medicine?" 
Martin averred that "it could hurt—but we don't have 
any experience on the effects of PSRCs now." It could 
hurt, Martih said, "if the norms of care that come down 
from Washington conflict with mine." Upon question-
ing. Martin revealed that 20 per cent of his practice in 
Minnesota is made up of Medicaid and Medicare 
patients. (Thirty-eight per cent of the nation's popula-
tiorr is covered by these two federal programs.) 
Dr. Hunter mentioned that every physician who par-
ticipates in his local PSRC will have to give up about 15 
per cent of his time, rotating through the process. A 
physician who elects not to join the PSRO will be free to 
do that, but he will still be reviewed by his peers. 
AMA's PSRO history: 
Division, misunderstanding 
PSRCs have travelled a rocky and uncertain road with 
the AMA since the legislation was passed in October, 
1972, and that trail reflects the deep division within the 
ranks of medicine at large. A strong indicator of the 
conflicting perceptions was reflected in the Reference 
Committee appeal for the AMA to adopt a definitive 
position on PSRC, a position that "cannot be mis-
understood by anyone inside or outside of this House 
of Delegates, or indeed, by anyone inside or outside 
the medical profession." To do less, the report said, 
"would be to accentuate the division, almost 
schizophrenia, now developing within the profession." 
The AMA's Council on Medical Service addressed this 
division in a report on PSRCs introduced by Council 
Chairman William B. Hildebrand, M.D. The council 
report notes that the House of Delegates had attempted 
to establish its position clearly at each of its sessions 
since the legislation was enacted, but that nonetheless 
the end result was Invariably widespread confusion and 
misunderstanding, with widely disparate activities being 
pursued at the national, state and local levels of 
medicine. 
At 1972's clinical convention, the House mandated that 
the AMA should assume a dominant role of leadership 
in the implementation of PSRCs. At the annual conven-
tion in 1973, it adopted a resolution recognizing that 
repeal or modification of the law may ultimately be re-
quired, but putting top priority on development of 
suitable amendments. At the clinical convention in 
1973, a recommendation was adopted reaffirming the 
need for continued leadership and constructive 
amendment. However, a significant amendment from 
the floor stated that "the considered opinion of this 
House of Delegates is that the best interests of the 
American people, our patients, would be served by the 
repeal of the present PSRC legislation." 
Evidence of dichotomy. Clear evidence of a 
dichotomy over PSRCs at the state and county medical 
level was cited in the Council report: An. AMA Field Ser-
vice survey held in June, 1974, showed that 90 of the 
PSRC fund applications received "are sponsored or 
supported by state associations, or by county societies 
with endorsement or lack of opposition by state 
associations. Several state associations with formal 
positions for repeal or non-participation have begun 
contract negotiations or have officers involved in PSRC 
activities. At least 25 local PSRC applications are spon-
sored or supported by county societies in five states 
which have official positions for repeal only." 
Plea for one clear policy. The Council report conclud-
ed with a strong plea for a clear and unmistakable 
policy on PSRC and recommended a number of ac-
tions to bring that about: 
A. sustain continued effort by the Association to in-
fluence the PSRC program so as to better serve 
the public and the profession. 
B. continue the activities of the AMA Advisory Com-
mittee on PSRC and its Task Forces. 
C. provide constructive amendments. 
D. seek input into the development of PSRC 
regulations and manuals. 
F. assist state medical associations and county 
societies in their PSRC activities. 
F. continue intensive evaluation of the program, and 
G. develop an Intensive program to educate the 
public regarding PSRC. 
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Welch study fills in for 'the debate that never happened' 
Dr. Claude E. Welch, chairman of the AMA's task force 
on Guidelines of Care, an advisory committee on 
PSRCs, and a delegate to the AMA's House of 
Delegates, gathered the numerous arguments for and 
against PSRCs into one compendious article in the 
New England Journal of Medicine several weeks before 
the House met to consider the Issue. 
Dr. Welch, who Is senior consultant in surgery at 
Massachusetts General Hospital and clinical professor 
of surgery emeritus at Harvard Medical School, ex-
pressed hope In presenting the pro-con arguments that 
such decisions would be made "on a basis of reason 
rather than emotion." 
Issues still alive. Because the expected debate never 
took place, there was no airing of the various debatable 
Issues on the convention floor. Despite the fact that the 
forces of repeal were turned firmly back, it is clear that 
the issues surrounding PL 92-603 are still very much 
alive, and will continue to be during the long period of 
PSRC development. 
The pros and cons presented in the following conden-
sation of Dr. Welch's Journal article fill in nicely for "the 
debate that never happened." 
Dr. Welch's examination of the frequently-debated 
issues center on the five major arguments: PSRC con-
trol, quality versus cost, cost itself, confidentiality and 
political options. After treating these debatable factors 
from the points of view of PSRC advocate and oppo-
nent, the author considers a number of smaller but no 
less crucial issues, such as malpractice, peer-review 
responsibility, sanctions, paper work and evaluation's 
effect on medical schools and hospitals. 
Cn the dominant issue of power—or, as Dr. Welch puts 
It, "Who's in charge?"—the arguments favoring im-
plementation of PSRC assert that the law gives enor-
mous power to doctors to manage their own affairs, an 
unusual concession in these days of increasing federal 
control. The PSRC standards and criteria developed at 
the national level will be rewritten to suit the local situa-
tion, putting the central bureaucracy and national 
medical organizations in a secondary role. 
Cn the other side of this argument, opponents say that 
all control Is vested In the Secretary of the Department 
of Health, Education, and Welfare, since he approves 
all PSRCs and invokes the sanctions. Cpponents also 
question the basic structure of the PSRO hierarchy, 
saying that the American system of checks and 
balances is mooted by the fact that the Secretary of 
HEW is appointed and holds his position at the whim of 
the President and the National PSR Council, in turn, is 
appointed by the Secretary. Ultimate decisions will be 
made on a political basis. 
Quality versus cost. The Pro position on the issue of 
quality versus costs maintains that PSRCs will improve 
the quality of care and perhaps restrain costs. It is 
pointed out that medical care is "far from superb" in 
many areas of the country under the present system. In 
addition, underutilization of health resources Is a real 
problem, stemming from a number of factors, while 
overutilization, in such areas as diagnostic services, 
adds enormously to costs. The norms and criteria 
developed by PSRCs should resolve the utilization 
dilemma. Clinical studies called for in the PSRC struc-
ture can have important educational effects and im-
prove patient care, and clinical research will be 
stimulated. 
Cpponents to PSRC in this area claim that the law will 
reduce the quality of care: Publication of criteria will 
tend to standardize all procedures, lock medicine into a 
mold and ultimately prevent flexibility and progress, 
bringing about "cookbook medicine." 
The issue of costs brings from the PSRC advocates the 
argument that the law's potential savings could reduce 
costs of hospitalization by as much as 10 per cent, with 
economies resulting from stricter control of hospital ad-
missions and shorter hospital stays. It is said that 
reductions of one hospital bed day per patient could 
save approximately $400,000,000 per year, which, if 
achieved, could essentially offset the costs of the 
program. 
Cpponents say that the cost of the bureaucracy alone 
could be enormous, more than any counterbalancing 
savings. Cn the question of saving bed days, it is 
pointed out that empty beds raise costs for filled beds. 
Estimate impossible. Welch notes that the question of 
savings remains unanswered, since cost benefits of 
such a massive effort are almost impossible to es-
timate, and no accurate base lines have been es-
tablished. He does feel that "almost certainly, the total 
cost of medical care will not be reduced by PSRCs. 
Whether or not it will be increased is not yet clear, since 
much will depend on the extent of the empire that is 
built up." 
The thorny problem of confidentiality brings the asser-
tion from PSRC advocates that the law contains strict 
safeguards against divulging information. They point 
out that strict confidentiality of medical records is im-
possible today, with patients having access to their own 
records, congressional committees obtaining records 
and third-party payers having the ability to obtain (and 
leak) information on their clients. 
Those who fear the loss of confidentiality under the 
PSRC program assert flatly that the publication of 
profiles is certain to breach confidentiality. It is asked 
what would happen if a patient wished to erase some 
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parts of his medical record—for instance, that he was 
incapable of driving an automobile—and retain other 
parts? Would he or his doctor have the right to withhold 
this fact that might be very important for the- public in-
terest? 
Welch feels that the issue of confidentiality will be one 
of the most difficult for those who write the PSRO 
Manual. At the same time, he feels that the matter has 
been blown up beyond its importance by PSRO op-
ponents. 
The political options. On political options available at 
this time, Dr. Welch says "it is absolutely certain that 
there is no possibility of repeal of the law." He says 
what chance did exist was injured by reaction to the 
recently-circulated folder on "Deleterious Effects of 
PSROs," a move that identified the AMA with reac-
tionary groups and hardened congressional resolve in 
favor of PSRO and against the AMA. 
Welch firmly believes, however, that the law can be 
amended and/or changed In practice. He points to 
"surprising concessions" to the AMA and American 
Hospital Association in the PSRO Manual, among them 
the establishment of statewide support centers; virtual 
abandonment of pre-admission certification; the 
manifest intention to concentrate on the few poor 
providers of medical care, rather than waste time and 
money on those who are already providing excellent 
care; the intention to reduce or eliminate retrospective 
denial of claims by effective concurrent review; the in-
corporation of continuing evaluation of medical care in 
every PSRO; and the delegation of an important role to 
hospital utilization and audit committees. 
Some of the other arguments for and against PSRO 
presented by Dr. Welch are, briefly: 
—Malpractice: On one hand. If norms, standards and 
criteria are established for a given disease, and a doc-
tor followed them to the letter, his position would be 
secure. However, If obvious deviations were apparent, 
and not approved by the physician's PSRO fellows, 
there would be clear grounds for action. Welch notes, 
however, that since every doctor's records theoretically 
would be reviewed by his PSRO, community endorse-
ment of his methods of treatment would almost always 
be assured. 
—Present controls and peer review: Many third-party 
agencies have entered the practice of medicine; pre-
admission certification of Medicare and Medicaid 
patients is being conducted in many states and con-
current review of patients is often carried out by non-
professional emissaries of third-party agencies without 
permission of attending doctors. It seems that a variety 
of such procedures could be replaced completely by 
PSROs, returning peer review to the medical profes-
sion. 
—Sanctions: Although no doctor likes to think that 
sanctions involving hospital privileges or financial 
liability could be levied against him, it is clear that 
"there are a few black sheep In the profession who re-
quire discipline," Dr. Welch points out. However, it is 
important that a careful watch be kept on the PSRO 
law's sanctions to ensure that the positive advantage of 
the law is not turned into repression. 
—Paper work: An enormous waste of time could con-
ceivably arise from the requirements of peer review, 
and it certainly could never be effectively Implemented 
without the aid of computers. It can be assumed that 
when the proper techniques are mastered, time loss 
due to review requirements will be cut to a reasonable 
level. A crucial area to watch Is in the work of utilization 
committees and the PSROs, since duplication of work 
on the part of these two bodies would bring about an 
excessive loss of time and money. 
—Evaluation: Dr. Welch notes that evaluation of the in-
dividual PSROs Is going to be most difficult. Base lines 
for such evaluation exist in some areas, but in many 
cases, no data exist. Methods for performance evalua-
tion are under study by both HEW and a task force of 
the AMA. 
—Effects on medical schools and teaching hospitals: 
Higher costs to educate interns and residents must be 
reflected In higher utilization of diagnostic and other 
hospital procedures. Restrictions in this area would 
have a restraining Influence on education. This fact 
brings up the question of what deviations will be al-
lowed teaching hospitals in the same PSRO. Also, a 
shortsighted provision of the law requires that 
procedures be carried out in the most economical 
facilities available in which similar effective care can be 
provided. Welch says that if this is carried out to the 
letter of the law. It will sound the death-knell for 
teaching hospitals. 
—AMA and specialty societies and peer review: These 
organizations have already perfected peer review 
mechanisms, and these would be destroyed or 
weakened If the medical societies are not components 
of PSROs. Since the medical profession has spent 
years developing the methods, the logical step would 
be for the PSROs to build on their accomplishments. 
On the other hand, those opposed to the incorporation 
of medical societies into PSROs claim that the 
professional societies have failed to curb flagrant 
abuses by a few notorious members, despite the al-
leged value of the peer review mechanisms. 
According to Dr. Welch, Senator Wallace E. Bennett of 
Utah, author of the legislation, and others in Congress 
believe firmly that all M.D.s and D.O.s should join in a 
peer-review effort unhindered by membership fees or 
restrictions of certain groups. 
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Mass. delegates say 
the time was ripe 
Members of tfie Massachusetts delegation to the AMA 
House of Delegates, a noticeable force In the struggle 
to achieve a "constructive" AMA stance on PSROs, 
came back from the Chicago convention pleased with 
the outcome and generally hopeful that the PSRO law 
will be given a good chance to prove itself. 
The Bay State delegates had joined with their counter-
parts from the other five New England states in propos-
ing one resolution that was unique among the two 
dozen proposals placed before the House of 
Delegates' Reference Committee: It did not seek repeal 
of PSROs. Instead, the resolution sought to have the 
AMA state its belief in the good features of the PSRO 
legislation and affirm its desire to amend the law con-
structively, the position the House of Delegates ul-
timately adopted. 
PSRO Update spoke with four of the five physicians in 
the Massachusetts delegation: H. I nomas Bailantine 
Jr., Sidney H. Wanzer, who chaired the group; Claude 
E. Welch, and Stanley M. Wyman. The fifth member. 
Dr. John W. Norcross, was out of town until after press 
time. 
In response to Update questions, the delegates offered 
the following remarks: 
How did that "fast vote" come about with zero 
debate? 
Wyman: "The strategy worked just fine. The Council on 
Medical Service rose to move the question right away. 
It whistled right through." 
Wanzer: "Most of the people favoring a moderate posi-
tion were worried about the potential strength of the 
anti-PSRO forces. Eor nine months, we had heard of 
one state after another that might be seeking repeal. 
But then the Reference Committee came out with its 
document, and it was a beautiful piece of work. It gave 
the AMA a moderate stand, but It gave the anti-PSRO 
people an escape valve. What we had to do was make 
sure the resolution did not get hacked to pieces. We 
succeeded when Chairman Hildebrand of the Council 
on Medical Service took the floor and moved the ques-
tion . . ." 
Welch: "The delegates had been thinking long and 
hard on this PSRO question. The informational packet 
the Massachusetts delegation put together helped quite 
a bit here. Many of the delegates had been bound to a 
repeal position, but when the moment for a decision 
came, the best interests of the American people came 
first, because the issues were finally made clear." 
Bailantine: "The delegates were completely briefed by 
many documents, including our Massachusetts packet. 
In addition, there had been the extensive hearing held 
by the Reference Committee on Monday. The 
delegates were anxious to get on with the work." 
Is this really the definitive AMA stance, after months 
and years of argle-bargle and shifting positions? 
Wanzer: "Yes. I definitely think so. Any effort to go back 
six months or so just won't succeed now. The majority 
has had a look at itself, and it knows its own strength." 
Wyman: "Well, I can't say everyone in the profession 
has been converted by this. But people now do realize 
that PSRO is the law of the land . . ." 
Since the Social Security Amendment on Medicare 
and Medicaid in 1965 gave the federal government 
the power of review, what would have happened to 
that power if PSRO legislation did not come along? 
Bailantine: "All medical decision-making would have 
ended up in the hands of the bureaucrats . . ." 
Welch: "The screws would have been put on by the 
government. As a matter of fact, the government has 
already attempted to exert some of that power, for in-
stance, with pre-admission certification rules. That was 
a presage of things to come." 
Utilization review concerns 
spur formation of MURA 
Mutual interests in and concerns about Massachusetts 
hospital utilization review programs and the immediate 
effects of PSROs have led a group of hospital UR per-
sonnel to formally organize into the Massachusetts 
Utilization Review Association (MURA). 
MURA began as a loose organization of utilization 
review coordinators and secretaries who first met in 
December, 1973 to discuss utilization review in acute 
care hospitals in the Boston area. Since that time, and 
because of the designation of the PSRO areas and 
sub-areas, the organization has become more directed, 
trying to organize hospital UR personnel to discuss im-
plications of current legislation in the day-to-day func-
tioning of utilization review committees. 
Plan one unit for each PSRO area. PSRO Area IV has 
been subdivided into four areas according to 
guidelines set forth by the Bay State Foundation for 
Medical Care. Area IV MURA has already established 
an executive committee for its organizational phase. 
Ultimately MURA will be comprised of representatives 
from each PSRO area, with one representative for each 
ten hospitals in any particular area. 
Eor further information on membership in MURA, con-
tact any of the following executive officers: Mary 
Simeone, Lawrence Memorial; M. J. Ekstrand, Peter 
Bent Brigham; Pat Trela, Mass. Rehab; Kitty Phelps, 
University Hospital; or Mary Phalen, Beth Israel. 
HEW awards contracts for Massachusetts PSROs 
(Continued f rom page 1) 
Institute is one of only 13 Support Centers funded. 
More notably, Massachusetts is one of only two states 
with multiple PSRO areas to have been awarded con-
tracts in each of its PSRO areas and for a statewide 
Support Center. Connecticut, with four PSRO areas, 
won contracts for planning PSROs in all four of its 
areas, plus a Support Center. 
Clearly, the state enters the first year of the operational 
PSRO program as somewhat of a national PSRO 
model. 
Conditional contracts call for awardees to phase in in-
itial PSRO activities throughout their areas in the first 
part of the 18-month period. They presumably would 
be ready for final designation as operational PSROs by 
the Secretary of Health, Education, and Welfare by the 
end of the period. 
Planning contracts allow six months for development of 
a plan that would permit designation as a conditional 
PSRO. It Is not clear at this point whether such plan-
ning PSROs will be required to go the previous REP 
route toward conditional designation; a more flexible 
"agreement" process may be developed. 
Satisfaction. Lewis S. Pilcher, M.D., and Richard 
Kahan, executive directors of the Charles River and 
Bay State conditional PSROs, respectively, expressed 
satisfaction with their organizations' awards. 
Pilcher said that much of the planning that would or-
dinarily occur during the first few months of a con-
ditional contract has already been accomplished by 
Charles River. "We've got the momentum to be 
operational in each of our area's eight hospitals by next 
Jan. 1," he noted. 
Bay State's Kahan said that his organization was the 
largest PSRO funded In the nation — In numbers of 
physicians and hospitals. The federal Office of 
Professional Standards Review also reported that Bay 
State received the largest conditional contract awarded. 
Executive directors of planning PSROs were no less 
elated over their organizations' awards. Western 
Massachusetts' Vivian Purdy, Central Massachusetts' 
Joyce S. Eorbes and Pilgrim's Paul Egan all expressed 
gratification with the funding and a desire to get on with 
their jobs. Egan, whose organization will be called 
Southeastern Massachusetts PSRO — or SEMPRO — 
said that his group's was the 17th contract to be 
negotiated in the country. 
Support Center. E. Richard Beckman, deputy director 
of the Commonwealth Institute of Medicine, said that 
CIM's contract is in two major areas — assisting plan-
ning PSROs toward conditional designation, and 
development of a "coordinator academy" that will train 
PSRO medical-care coordinators. 
Beckman said that one of his group's principal objec-
tives in assisting planning PSROs is to "place primary 
emphasis upon the philosophy of local autonomy. It is 
incumbent upon the Support Center to aid, in whatever 
way possible, the planning PSRO to achieve con-
ditional status," he said. "But clearly and ultimately It Is 
the Board of Directors of the planning PSROs who will 
have the responsibility of meeting the objectives of their 
contractual obligations with OPSR." 
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